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SEPTEMBER, 1960 


Southwestern Medical Association 


To Meet in El Paso 
Oct. 20-22 


The 42nd annual meeting of the Southwestern 
Medical Association will be held in El Paso Thurs- 
day, October 20, through Saturday, October 22, 
1960. 

Dr. Russell L. Deter, Southwestern Medical 
Association President, has announced an outstand- 
ing group of guest speakers who will participate 
in the meeting. They are: 

Ernest Craige, M.D., Associate Professor of 
Medicine, The University of North Carolina, 
Chapel Hill, N. C. 


Dr. Craige 
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Ernest E. Muirhead, M.D., Professor and Chair- 
man of Department of Clinical Pathology, Wayne 
University, Detroit. 


Dr. Muirhead 


Donald Stubbs, M.D., Clinical Professor of 
Anesthesiology, Georgetown University, Washing- 
ton, D. C. 

Philip J. Hodes, M.D., Professor and Chairman 
of Department of Radiology, Jefferson Medical 
Center, Philadelphia. 

Henry N. Harkins, M.D., Professor of Surgery, 
University of Washington, Seattle. 

Harold W. Brown, M.D., Clinical Professor of 
Ophthalmology, New York University, Bellevue 
Medical Center, New York. 
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Headquarters for the meeting will be in the 
Hilton Hotel. A stimulating social calendar has 
been arranged for guests by members of the El 
Paso County Medical Society’s Auxiliary. 


Dr. Stubbs 


Other officers of the association are Dr. Sher- 
wood Burr, Tucson, president-elect; Dr. Brian 
S. Moynahan, Santa Fe, vice-president; and Dr. 
Merle D. Thomas, El] Paso, secretary-treasurer. 


Members of the Executive Committee are Dr. 
A. R. Clauser, Albuquerque, immediate Past 
President; Dr. Robert F. Boverie, El Paso; Dr. 
Louis G. Jekel, Phoenix; Dr. Emmit M. Jennings, 
Roswell; Dr. David Rusek, Chihuahua City, Mex- 
ico; Dr. Carlos Tapia, Hermosillo, Sonora, Mex- 
ico; and Dr. Louis W. Breck, El Paso, Managing 
Editor of SOUTHWESTERN MEDICINE. 


Dr. Hodes 


Guest speaker at the annual banquet at 8:00 
p-m., October 21, in the Hilton Hotel will be Dr. 
Charles E. Irvin, Ormond Beach, Fla., who has 
gained fame as the “Merchant of Message.” He 
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will speak on “The Inside Story of an Outside 
Chance.” Dr. Irvin received his education at 
Oberlin College, Ohio State University and 
Michigan State University, and holds A.B., A.M. 
and Ed. D. degrees. He has worked as both full- 
time and part-time educator from 1935 until 1957. 
He has served business and industry in a variety 
of. capacities in the fields of labor, personnel, 
promotion, sales, training and public relations. 
This experience, coupled with additional service 
as an athletic coach, has given him a broad back- 
ground from which he now speaks in a number 
of areas vital to business, industry, education, 
professional life and community service. 


Author and Speaker 


He is the author of “How to Sell Yourself, 
Your Ideas, Your Products.” He now devotes full 
time to speaking and consulting in Sales Training, 
Management Training and Business and Industrial 
Communication. Dr. Irvin is being brought to 
the El Paso meeting through the courtesy of 
General Motors Corporation. 


Dr. Brown 


The banquet will be preceded by cocktails at 7 
p-m., courtesy. of Southwestern Surgical Supply 
Company. 

A feature at the banquet will be the presenta- 
tion of a play by members of the E] Paso County 
Medical Society Auxiliary. It is entitled ““Doctors 
Wives as They Appear to Others . . . Doctors 
Wives as They Would Like to Be . . . Doctors 
Wives as They Really Are.” On both after- 
noons of the 20th and 21st those attending the 
meeting ‘will be able to make clinics and ward 
rounds with guest speakers at Thomason General 
Hospital under the direction of Dr. Frank H, Van 
Wagoner, Medical Director. There will be a spec- 
ialty luncheon for each of the guest speakers 
Saturday noon. 
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Dr. Harkins 


President of the association, Dr. Deter, is vice- 
president of the Texas Medical Association, vice 
chairman of the building committe for the new 
R. E. Thomason General Hospital and is co- 
chairman of the health subcommittee of the gov- 
ernor’s conference on aging. He is immediate past 
chairman of the Texas Medical Association’s com- 
mittee on voluntary health insurance. 

Members of the El Paso County Medical So- 
ciety’s committee planning the Southwestern meet- 
ing are Dr. R. F. Boverie, Dr. Charles L. Green, 
Dr. Louis W. Breck, Dr. Gilbert Landis, Mrs, Ira 
Budwig, Dr. Jack A. Walker, Dr. John B. Miller, 
Dr. Delphin von Briesen, Dr. Carlos A. Fernandez, 
Dr. E. S. Crossett and Dr. James L. McNeil. 


Program 


Dr. Irvin 


Thursday, October 20 


Morning Session 
9:00-10:00 a.m. General Assembly 
10:00-11:30 a.m. Lectures by Guest Speakers 


“Medical Aspects of Cardiac 
Resuscitation” 
Ernest Craige, M. D., AsSoci- 
ate Professor of Medicine, 
The University of North Car- 
olina, Chapel Hill 


“The Role of Renal Medulla in 
Experimental Hypertension” 
Ernest E. Muirhead, M.D., 
Professor and Chairman of 

_ Department of Clinical Path- 
ology, Wayne University, De- 
troit 


“Management of the Poor Risk 
Patient” 
Donald Stubbs, M.D., Clini- 
cal Professor of Anesthesiolo- 
gy, Georgetown University, 
Washington, D. C. 


“The Biliary Tract in Health 
and Diseases; Roentgen Man- 
ifestations” 

Philip J. Hodes, M. D., Pro- 
fessor and Chairman of De- 
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partment of Radiology, Jef- 
ferson Medical Center, Phila- 
delphia 

“The Surgical Treatment of 
Varicose Veins” 


Henry N. Harkins, M. D., 
Professor of Surgery, Univer- 
sity of Washington, Seattle 


“Management of Strabismus in 
Children” 
Harold W. Brown, M.D., 
Clinical Professor of Ophthal- 
mology, New York University, 
Bellevue Medical Center, New 
York 


12:00 noon Luncheon 

Moderator, Russell L. Deter, 
M.D., El Paso, President, 
Southwestern Medical Asso- 
ciation. 
Question and Answer Session 
with entire panel of guest 
speakers. 


Afternoon Session 


Clinics and ward rounds with the guest speak- 
ers at Thomason General Hospital under direction 
of Dr. Frank H. Van Wagoner, Medical Director. 

Evening will be free, If desired, arrangements 
can be made to visit La Fiesta or La Cucaracha 
in Juarez, Mexico. 


511 


| 
| 
| | 
: 
I 
(| 
ih 
led 
je 
7 
y 
rs 
rs 
‘d 
al 
in 
C- 
rs 
1E 


Friday, October 21 
Morning Session 
9:30-11:30 a.m. Lectures by Guest Speakers 
“Medical Evaluation of the Car- 
diac Patient for Surgery” 
Ernest Craige, M.D. 
“Drug Induced Hemolytic 
Anemia” 
Ernest E. Muirhead, M.D. 
“The Treatment of Pain” 
Donald Stubbs, M.D. 
“Ancillary Procedures in the Di- 
agnosis of Broncho-Pulmonary 
Disease” 
Philip J. Hodes, M.D. 
“Surgery of the Biliary Tract” 
Henry N. Harkins, M.D. 
“Classification and Treatment 
of Ptosis,” “Surgical Correc- 
tion of Vertical Deviations,” 
“Diagnosis and Treatment of 
the Structural Muscle Anoma- 
lies” 
Harold W. Brown, M.D. 
Specialty luncheon for each of 
the guest speakers. 


12:00 noon 


Aftenoon Session 


Clinics and ward rounds with the guest speakers 
at R. E. Thomason General Hospital. 


Evening 

7:00 p.m. Cocktails, Hilton Hotel 
Courtesy Southwestern Surgi- 
cal Supply Company. 

8:00 p.m. Banquet, Hilton Hotel 


Speaker: Charles E. Irvin, 
A.B., A.M., Ed. D. 

“The Inside Story of an Out- 
side Chance” 


Saturday, October 22 
Morning Session 
9:30-11:30 a.m. Clinical Pathological Conference 
“The Poor Risk Patient” 

Charles L. Green, M. D., El 

Paso, Moderator 
“Present Knowledge on Methods 
of Prevention in Coronary 


Heart Disease” 
Ernest Craige, M.D. 
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Ladies’ Program 


Thursday, October 20 
9:00 a.m. Registration 


3:00 p.m. Tea and Cocktails, International 


Club 
Friday, October 21 


Morning—Golf and Bridge Tournaments, El] Paso 
Country Club 


Noon—Luncheon and Style Show, Sunland Park 
Race Track 


Saturday, October 22 


Tour of Juarez homes and Cof- 
fee at Juarez County Club 


10:00 a.m. 


Other Events 


For doctors who are interested, a Golf Tourna- 
ment will be held on Friday afternoon at El Paso 
Country Club. 


Scientific Exhibits 
Allied Medical Supply, Inc. 


American Medical Education Foundation 


Association of American Physicians and Surgeons 


Coca Cola Company 
Denab Laboratories 
Eaton Laboratories 
General Electric Company 
Lederle Laboratories 
Eli Lilly and Company 
Majors Company 
Merck, Sharp & Dohme 
Mission Pharmacal Company 
Parke, Davis & Company 
Roche Laboratories 
Smith, Kline & French 
E. R. Squibb & Sons 
Southwestern Surgical Supply Co. 
Tobacco Industry Research Foundation 


Warren-teed Products Company 
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Dr. Marshall of Roswell 


Elected President of NM AAGP 


Dr. U. S. Marshall, Roswell, was elected presi- 
dent of the New Mexico Chapter of the American 
Academy of General Practice at the chapter’s 
annual summer clinic at Ruidoso July 18-21. 

Other new officers are Dr. Jack C. Redman, 
Albuquerque, president-elect; Dr. Fred Brown, 
Roswell, vice-president; and Dr. Randall W. 
Briggs, Roswell, secretary-treasurer, The retiring 
president was Dr. C. Pardue Bunch, Artesia. 

Dr. W. J. Hopkins, Lovington, was elected a 
director of the NM AAGP to succeed Dr, Paul 
Feil, Deming. 


Other directors are Dr, H. D. Lehman, Portales, 
and Dr. M. A. Tanny, Albuquerque. 


Dr. Leland Evans, Las Cruces, was re-elected a 
delegate for a two year term. Dr. J. A. Rivas, 


Belen, will serve one more year as a delegate. New 
alternate delegate is Dr. A. M. Rosen, Taos. Dr. 
M. A. Tanny has a year to serve as alternate dele- 
gate. Dr. Evans is a member of the AAGP Com- 
mission on Education and is regional advisor for 
the AAGP in the Rocky Mountain states. 


Dr. jack C, Redman, Albuquerque, president- 
elect of the New Mexico Chapter, is a member of 
the AAGP National Commission on Legislation 
and Public Policy. 


The Ruidoso Clinic was approved for 12 hours 
Category I training. It was supported by a grant 
from Merck, Sharp & Dohme’s postgradute pro- 
gram. Seventy of the chapter’s 101 members at- 
tended the clinic. 


RUIDOSO MEETING-—S peakers and officers at the annual meeting of the Ruidoso Summer 
Clinic in Ruidoso, N.M., July 18-21, 1960, are, left to right, Dr. Ernest Crow, Wichita, Kansas, 
speaker; Dr. Franklin C. Behrle, University of Kansas Medical Center, Kansas City, speaker; Dr. 
Kermit E. Krantz, University of Kansas Medical Center, speaker; Dr. Mahlon H. Delp, Univer- 
sity of Kansas Medical Center, speaker; Dr. U. .S. Marshall, Roswell, new president of the New 
Mexico Chapter of the American Academy of General Practice; Dr. C. Pardue Bunch, Artesia, 
retiring president of the N.M. AAGP; and Dr. Randall W. Briggs, Roswell, secretary-treasurer. 
The New Mexico Chapter annually sponsors the Ruidoso Summer Clinic. New officers not shown 
in the above photo include Dr. Jack C. Redman, Albuquerque, president-elect; and Dr. Fred 


Brown, Roswell, vice-president. 
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THE PRESIDENT’S PAGE 


Aged: Problems and Solution* 


By Russet L. Deter, M.D., El Pasot 
President, Southwestern Medical Association 


The problem of aging begins at birth. As aging 
progresses, there is a mental, physical, emotional, 
and sociological growth. In this process man ages 
to the so-called middle age of life. Then, if he is 
not careful, he is catapulted into the senior citi- 
zen Class. 


This comes too quickly for those who have been 
too busy to prepare themselves for these tapering- 
off years. They are not ready to accept the fact 
that there is a new generation which thoughtlessly 
will put them much too soon on to the shelf of 
the aged, These are indeed very painful and sen- 
sitive years to be pushed into suddenly by forced 
retirement. There is nothing like boredom or 
inactivity to promote senility. 


Because too large a segment of our aged popu- 
lation is not prepared for this period of life, we 
must develop a plan to fit each individual into 
the sum total of the community. We must find a 
plan to utilize all individuals to the maximum of 
their potentiality. We must make them feel needed 
and wanted, and not commit them to the Siberia 
of sitting and sighing. To accomplish these goals, 
several important facts must be taken into consid- 
eration. Members of the aged population have 
varying degrees of good or bad health, financial 
solvency, and desire to keep trying. 


Several Constants 


There are several things that are fairly constant 
with people in their senior years. Their wants are 
few — certainly contained within their ability to 
pay; very seldom do we see older people buy 
beyond their means, or go into credit financing. 
They have years of training and experience in 


‘ * Reprinted from Texas State Journal of Medicine, Vol. 56, No. 
, June, 

Dr. Deter also is Vice-President of the Texas Medical Associa- 
tion, in which capacity he is coordinator of all committees and 
councils of the Texas Medical Association on problems of the aged. 
He also is co-chairman of the Subcommittee on Health of the Gov- 
ernors White House Conference. 
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their respective fields. Many are experts in their 
particular lines, Most of them have solved the 
problems of sociologic adjustment to their en- 
vironments. Most of them are philosophic about 
the seeming catastrophies that face many of the 
younger generations. 


All of them are very proud and confident of 
their ability to care for themselves and their loved 
ones, if given a fair chance. Forced retirement is 
not giving them a fair chance. The financially in- 
dependent are in just as much need of being want- 
ed and needed as are the completely indigent, 
but usually are more able to fill their ambitions 
for themselves in later years. They, too, can be 
committed to sitting and sighing, if they and we 
are not careful. 


Assuming that the way to live a fruitful life to 
its complete fullness is to live a busy, interesting, 
and exciting one to the limit of mental and physi- 
cal capacity, regardless of age, we must approach 
the problem of aging as a two-fold one. The most 
pressing problem is that of the aged we now have 
with us, and how to work them into the total 
life of the community. The second one is to train 
our young men and women and our middle-aged 
so that they will face the problem with an intelli- 
gent attitude. 


Categories of Aged 


I recommend that we set up at a county level 
(including possibly a central state advisory com- 
mittee) a board composed of men and women 
over 65 who have had administrative or executive 
abilities to consider the problem of the aged in 
the following categories. 


1... The active, reasonably healthy persons who 
have been retired, and are willing and able to look 
out for themselves. The county board could gather 
data on the job seekers and their skills and could 
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seek requests from employers or local agencies 
who could utilize or train them. Any objection to 
the possible short term of service in a given job, 
due to their advanced years, can be answered 
thusly; as long as medicine continues to improve 
there is an unending source of supply of this short 
term man and woman power. Their years of 
training and experience should not be wasted. 


Also, the board could furnish service organi- 
zations with experienced senior citizens to par- 
ticipate in community affairs or organization plan- 
ning. Here, the board could draw upon those 
who are financially able, but inactive. 


2. Those individuals who, by reason of health 
or finances, are partially disabled. The board 
could determine to what extent they could be in- 
corporated into the sum total of the community 


life. 


3. The next group to be considered would be 
those senior citizens with varying degrees of in- 
firmity. An energetic rehabilitation program could 
be developed for them, again utilizing their physi- 
cal and mental abilities to capacity. Persons in 
this group could help others find jobs or fit into 
the community. 


Sound Program 


4. This group includes the totally incapable. 
The board must take forceful leadership in es- 
tablishing a sound program of convalescent, hos- 
pital, and nursing home care through legislation 
or city-county ordinance. It must set up strict 
rules for operation of these facilities and rigid 
training requirements for personnel working in 
them. 


As to the pure health needs of the aged (by this 
I mean in care of diseases of the aged) we would 
like to make the following recommendation: that 
a subcommittee of the county board be appointed, 
consisting entirely of physicians, with whatever 
local help from welfare and social service they 
might need in carrying out their program. This 
group of physicians should very strongly consider 
preventive medicine education, accident preven- 
tion education, and they should develop in the 
community a very strong rehabilitation program 
for the aged. They should promote general health 
education, and emphasize the importance of pe- 
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riodic physical examinations to prevent illnesses, 
rather than to try and cure them. 


Specific Health Needs 


In connection with the specific health needs of 
the aged, the county committee could serve as a 
central agency where the needy could apply for 
help, and it could see that they get it in all phases 
of health. The physician committee should see to 
it that charity and part-pay clinics in hospitals be 
encouraged to include among their services fa- 
cilities for periodic examination and health edu- 
cation services to older people to prevent illness. 
The medical society should offer and take leader- 
ship in establishing well-adult conferences for the 
aging. The county medical societies should take 
the leadership in the following areas: 


1. Initiating, in cooperation with other civic 
groups, a program to help solve the overall prob- 
lems of the aged. 


2. Promoting improved health care of the aged 
in nursing homes. 


3. Encouraging additional chronic care facilities 
in conjunction with hospitals. 


4. Encouraging building additional custodial 
and nursing homes. 


Doctors, as well as laymen, must be made aware 
of the overall problems of the aged, in addition to 
pathologic disease processes. 


Financing Program 


As to financing the program: Surely if maxi- 
mum utilization of our senior citizens is developed, 
a very minimal portion of this group will need 
much financing. Certainly city, county, and state 
funds could be appropriated in minimal amounts, 
compared to the tremendous expenditure if every- 
one is included. An additional benefit of this over- 
all program is that it would give us an absolute 
picture of the problem of the aged within six 
months to a year — a picture we have not been 
able to establish up to this point. 

Finally, we should take some immediate steps to 
train young men and women and the middle-aged, 
so that they will face these problems much more 
resourcefully. They must have hobbies and extra- 
curricular activities during their gainfully em- 
ployed years, so that in their declining years these 
can be a source of income and mental and emo- 
tional gratification. Start now to make a place for 
yourself in the community for your later years. 
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FORENSIC MEDICINE 


Problems in Toxicology 
By Freperick P. Bornstein, M.D., El Paso 


The increasing number of drugs and industrial 
poisons available on the market make the life of 
the forensic pathologist sometimes a rather un- 
happy one. The public is usually not aware of the 
ubiquitous presence of dangerous poisons that are 
sold over the counter (not only insecticides, or- 
ganic and inorganic, such as fluorides, but even 
cyanides in silver polishes), and which are easily 
available to the person desiring a rapid exit from 
this world. 

In the second group are the poisons that are ac- 
cidentally introduced into the body or at least not 
with the intention of doing damage, such as alco- 
hol and carbon monoxide. Homicidal poisoning 
is extremely rare and has been the least of our 
problems. 


Basic Precautions 


A number of basic precautions have to be taken 
at autopsy whenever a toxicological problem is 
suspected. In the course of years we have broad- 
ened these precautions considerably, having 
learned from sad experience that they are all 
necessary to establish a proper toxicological diag- 
nosis. Originally we examined only blood. 
Later we added brain, liver and kidney and by 
now we also have added urine and even gastric 
contents. The last, so commonly thought to be the 
most important specimen, is actually of the least 
value in toxicological examination, except if solid 
particles or capsules containing the toxic agent 
are found. Fortunately, with the advance of chem- 
istry, a large advance in toxicological methodology 


has taken place, for example ultraviolet spetopho- 
tometric analyses. These physical-chemical meth- 
ods have their strengths and weaknesses, as they 
are not dealing with direct chemical identification 
but with absorption phenomena. Specifically, with 
some of the more complicated barbiturates so- 
called self-extinction phenomena occur, and a 
negative blood examination will be followed by 
positive findings upon chemical analysis of the 
brain. 


Poison Identification 


Frequently, specially in suicidal victims, sam- 
ples of the capsules and tablets which the victim 
took are found, and with the help of the poison 
identification center in E] Paso, at least a basic 
hint is given to lead us in the right direction. 
With all these means available there still remains 
an unresolved residue. There also remain cases 
of a questionable nature where organic findings 
and toxicological findings are found simultaneous- 
ly and make an evaluation difficult. If such a 
problem arises, I feel that one should give the 
victim the benefit of the doubt (considering the 
social opprobrium on suicide) and give more 
weight to the organic than to the chemical evi- 
dence. 

In summary, toxicological problems are mani- 
fold and some later columns will be devoted to 
discussion of some of the more important individ- 
ual poisons. Immediate collection of material is 
imperative and so is, by the way, the avoidance 
of embalming. 


Coming Meetings 


University of Texas Postgraduate Course, Tur- 
ner Home, El Paso, Sept. 18, 1960. 


Southwestern Medical Association, 42nd An- 
nual Meeting, Hotel Hilton, El Paso, Oct. 20- 
22, 1960. 


American Fracture Association, Annual Meet- 
ing, Mexico City, Oct. 30-Nov. 4, 1960. 
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Southwest Obstetrical and Gynecological So- 
ciety, Annual Meeting, Riviera Hotel, Las Vegas, 
Nev., Nov. 7-8, 1960. 


Medical Society of the United States and Mex- 
ico, Annual Meeting, Guadalajara, Nov. 8-10, and 
Mazatlan, Nov. 11-12, 1960. 


Texas Orthopaedic Association, Galveston, 
Texas, April 24, 1961. 
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ORIGINAL ARTICLES 


Treatment of Snake Bite 
By W. E. Locxnart, M.D., Alpine, Texas 


In Conn’s 1960 Current Therapy Dr. Ahuja of 
India states “the only sound and reliable form of 
treatment for snake venom poisoning is specific 
serum therapy.” No mention is made of the re- 
frigeration treatment advocated by Dr. Herbert 
L. Stahnke of Tempe, Arizona. Therefore, one 
must conclude that this most important advance 
in treatment of snake bite is not well understood 
and appreciated even in India. The refrigeration 
treatment is based on the fact that proteolytic 
enzymes in the venom are inhibited by tempera- 
tures approaching Zero Degrees Centigrade 
(32 F.), permitting detoxification in the tissues 
without destruction. The method in no way inter- 
feres with previous, conventional methods of treat- 
ment. 


Immediately after the bite a tourniquet, per- 
haps a shoestring, should be applied one or two 
inches proximal to the bite and tied tightly 
enough to obstruct venous and lymphatic return 
but not tight enough to obstruct the arterial pulse. 
The tourniquet should not be loosened at inter- 
vals but should be left in place until the extremity 
is thoroughly refrigerated and then it should be 
removed and not replaced. An intelligent, prac- 
tical layman may make single, linear (not cruci- 
ate or spiral) incisions in a longitudinal direction 
avoiding visable blood vessels and of a depth only 
through the skin—allowing for the curve of the 
fangs—the incisions passing through each fang 
wound. A sharp, clean razor blade is a suitable 
instrument. Suction by what ever method avail- 
able should be applied. If cracked ice is available, 
the entire extremity should be packed with ice 
as the patient is carried to the hospital. 


Incision Extended 


The surgeon, cleaning the wound with anti- 
septics such as Phiso-Hex, under good light and 
with steril instruments should extend the incision 
down to the deep fascia. If the deep fascia was 
penetrated by the fangs, the fascia should be 
opened, and suction should be repeated. The pa- 
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tient should not be given Demerol or any mor- 
phine derivative, since these augment the lethal 
action of the venom. A quick acting barbiturate, 
such as Seconal, may be given for restlessness. 
The refrigeration effectively reduces the pain. 

Systemic reaction may be due to intravascular 
envenomization, which may be rapidly fatal be- 
cause of hemolysis or neurotoxic action. Adrenalin 
and Levophed may be indicated for shock. Anti- 
histamines and cortisone have not proved to be 
of value. Oxygen and blood transfusion may be 
indicated. 


Antivenin 


Antivenin should not be given locally, since 
this increases the swelling and may hasten the 
spread of the venom. Local anesthetics, saline 
solution or local heat are contraindicated. Specific 
anti-serum may be given systemically after it has 
been established that the patient is not allergic 
to horse serum. In most instances the serum is 
probably without value. More research is needed 
to establish the value of all of the anti-serums in 
modern medicine, and it will probably reveal that 
these are of limited value in proportion to risks 
involved. However, legal aspects of the matter 
often compels the surgeon to administer such 
agents pending the much needed research and 
established evaluation, The antivenin now avail- 
able to the United States, marketed by Wyeth, 
Inc., does not contain sufficient antigen for the 
Southwestern Diamond-Back Rattlesnake. There 
appears to be much species variation in the 
venom. 


Entire Extremity 


It is important that the entire extremity be im- 
mersed in an ice pack. Ice-bags will not suffice. 
The extremity should be maintained in continuous 
refrigeration for at least 96 hours, four days and 
nights, and any interruption in the refrigeration 
will increase the pain and court disaster from tis- 
sue destruction. It is important that no salt be 
added to the ice, for to do so would lower the 
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temperature below zero centigrade and would 
freeze the extremity. Ice melting in fresh water 
will lower only to near freezing, and the limited 
circulation remaining in the extremity will keep 
the temperature above freezing. No damage will 
result to the extremity because of the refrigera- 
tion. No refrigerant other than melting ice is 
recommended. Other portions of the patient’s 
body should be protected from the ice, and the 
patient should be kept warm by whatever means 
is necessary. 


Doubtless many methods of applying the ice- 
pack would be successful. The skin must be pro- 
tected from the water otherwise maceration would 
occur during the four-day period, and air must 
not get to the extremity for this would nullify 
the refrigeration. A method readily available, 
practical and effective is to use a piece of thin 
plastic tubing obtainable at any dry-cleaning es- 
tablishment. The tube should be about five times 
the length of the extremity and is doubled inside 
itself for added strength, and the doubled end is 
closed with a rubber band. Then the tubing is 
applied to the extremity exactly as stockinette is 
applied, beginning at the hand or foot. Upon 
reaching the shoulder or groin, soft cracked ice 
three or four inches in thickness is packed on all 
sides of the extremity as the plastic folds back 
toward the hand or foot, where the outside layer 
is closed also with the rubber band. Removing the 
rubber band makes it possible to inspect the hand 


or foot or to add more ice or to drain off exces- 
sive water. Diagram: 


Tetanus Toxoid Booster 


A tetanus toxoid booster should be given, and 
penicillin-streptomycin may be best prophylaxis 
against infection and secondary tissue destruction. 
If sepsis becomes evident despite these antibiotics, 
chloromycetin may be the antibiotic of choice. 
Varidase should not be used as it speeds absorp- 
tion. 


The refrigeration method or “LC” method, as 
Dr. Stahnke call it, relieves pain, prevents swell- 
ing, inhibits the proteolytic enzymes in the venom, 
delays the dispersion and absorption of the venom, 
diminishes tissue destruction, helps prevent hem- 
olysis or neurotoxic action, inhibits bacterial in- 
fection preventing secondary tissue destruction 
and helps antibiotics overcome such infection. The 
method does not interfere with conventional treat- 
ment of snake bite, and the end result is more 
satisfactory than by any other method of treat- 
ment. 


401 North Fourth Street 


American Fracture Association To Meet This Fall in Mexico City 


The 21st annual convention of the American 
Fracture Association will be held in Mexico City 
October 30 through November 4, 1960. The chair- 
man of the convention committee, Dr, Guillermo 
de Velasco Polo of Mexico City, has announced 
that the meeting will feature a side trip to Meri- 
da, Yucatan, with visits to the Mayan Ruins at 
Chichen-Itza and Uxmal. 


The following physicians will participate in the 
convention’s scientific program: Dr. Jose Alvarez 
Amezquita, Secretary of Health of Mexico, Mexico 
City; Dr. Juan Farill, Mexico City, Dr. Henry 
W. Meyerding, Honorary Life President, Roches- 
ter, Minn.; Dr. W. Compere Basom, First Vice- 
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President of AFA, El Paso; Dr. Harvey Billig, 
Los Angeles; 

Dr. A. H. Diehr, St. Louis, Mo.; Dr. H. W. 
Wellmerling, Secretary General, Bloomington, III.; 
Dr. John B. Erich, Mayo Clinic, Rochester, 
Minn.; Dr. Guillermo de Velasco y Polo, Mexico 
City; Dr. Irvin H. Scott, Sullivan, Ind.; Dr. F. G. 
Pipkin, Kansas City, Mo.; Dr. Robert Elliott, 
Houston; 

Dr. William Johnson, Galesburg, Ill.; Dr. A. F. 
Barnett, West Frankfort, Ill.; Dr.-Earl McBride, 
Oklahoma City, Okla.; Dr. Leslie Rush, Meridian, 
Miss.; Dr. Roger Anderson, Seattle, Wash.; Dr. 
Phillip Fox, Washington, Ind.; and Brig. General 
Alfonso Montagne, M.D., Lima, Peru. 
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Ruptured Uterus* 
By Bernarp J. Hanuey, M.D., and Lester T. Hisparp, M.D., Los Angeles 


Rupture of the pregnant uterus can be counted 
among the most devastating complications of 
pregnancy.* Not only is there a very large fetal 
mortality associated with this accident, but, also 
the probability of hysterectomy and the possibility 
of maternal death. True, modern obstetrical prac- 
tice has reduced the risk surrounding uterine rup- 
ture. But even so, in the best of hospitals and with 
expert supervision, uterine rupture does occur — 
and with the results that range from the un- 
pleasant to the disastrous. 


Anyone doing a normal amount of obstetrical 
practice needs to be informed on this subject. 
It is not too trite to say that forewarned is fore- 
armed—and rupture is not so rare that we will 
not see cases. In over a half million reported cases, 
the incidence of rupture was one in 1,800 de- 
liveries. Our incidence is similar—being one in 


2,000 deliveries. 


Before embarking on a discussion of the subject, 
it might be well to consider a classification of 
uterine rupture. Probably the best is that of East- 
man® who classifies rupture as being either (1) 
spontaneous (2) traumatic or (3) following ,sesar- 
ean section, In this third category, we could also 
include myomectomy scars. Another possible 
method of classification would be either incom- 
plete or complete rupture, However, these terms 
are not particularly meaningful. For example, an 
incomplete rupture of the lower uterine segment 
which involved the uterine artery would be 
extremely serious or even lethal.® On the other 
hand, a complete rupture of a previous lower 
uterine segment scar might cause no problem and 
even permit vaginal delivery, as has been demon- 
strated by the palpation of defective scars follow- 
ing vaginal deliveries. 


Material, Table I 


The material for this paper was gathered from 
a survey of deliveries at the Los Angeles County 
General Hospital during the past ten years. It 
includes 42 cases of which 16 were spontaneous 
rupture, 10 due to obstetrical trauma, and 16 
followed a previous cesarean section. 


*From the University of Southern California School of Medicine 
and the Los Angeles County General Hospital 


SEPTEMBER, 1960 


TABLE I 
Classification of Ruptured Uterus 


SPONTANEOUS 16 Cases 
TRAUMATIC 10 Cases 
PREVIOUS SCAR 16 Cases 


Spontaneous Rupture 


Tables II, III, & IV 


It is important to remember that in almost all 
cases of spontaneous rupture of the uterus there 
is either an element of accompanying trauma, a 
history of past trauma, or a reasonable suspicion 
of trauma as evidenced by grand multiparity.™ 
Our next tables (II, III, & IV) illustrate this 
point. Note that when past or present trauma is 
lacking, the patient is often the grand multipara. 
Other cases had evidence of past obstetrical 
trauma—notably following abortion. In this group 
three types of abortion trauma are presented, per- 
foration at the time of attempted induction, 
severe infection, and damage to the soft uterine 
wall by a curettage done to complete an incom- 
plete abortion. The remaining cases demonstrate 
an element of present trauma, either obstructed 
or tumultus labor, Note also that this series con- 


TABLE II 
Spontaneous Rupture 


i 
a | & 
Z 
1 | 43 0 | 40 | Neonatal - Total hysterectomy 
death 
2| 30] 1) 24 | Stillborn Total hysterectomy 
3 | 32| 36 | Stillborn Subtotal hysterectomy 
4 | 27|71| 0) 40 | Stillborn Low subtotal 
hysterectomy 
| 40 | Stillborn Subtotal hysterect 
repair of bladder 
| .. | 2] 1) .. | Stillborn Total hysterectomy 
twins 


*Maternal deaths. 
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TABLE III artery. In one case the bladder was involved. As 
, might be expected, this type of rupture was the 
Spontaneous Rupture (Continued ) YP 
most dangerous to the mother being responsible 
for all three maternal deaths in this series.’° 
§ There are probably two reasons for this. First, 
8 E i. such a rupture is unexpected, and, second, if the 
z § Zs : uterine artery is involved, hemorrhage is apt to 
4 2 be both rapid and profuse. 
3 
Traumatic Rupture, Tables V & VI 
7| 33 1 | 40 | Stillborn | Obstructed | Subtotal Included in this group are those cases where 
ew | there is a definite direct trauma produced by an 
9 | 28 | 4 | 0 | 36 | Stillborn | Compound Total 
presentation hysterectomy T ABLE Vv 
10 | 23 | 4 | 2| 40 | Stillborn] Se tic Subtotal 
— Traumatic Rupture 
oophorectomy 
11| .. | 4] 29 | Stillborn] Perforation at | Subtotal 
time of crim- | hysterectomy a 
inal abortion 
3 
TABLE IV 3 
Spontaneous Rupture (Continued) 1 | 30 | 8 | 33 | Stillborn | Forceful delivery of | Closure of 
premature breech laceration 
trough incomplete- 
——— ly dilater cervix 
2 | 31 | 4] 32] Stillborn | Same Subtotal 
hysterectomy 
g 3 | 28] 3 | 36 | Normal Forceful delivery of | Total 
8 Ss transverse lie hysterectomy 
3 through a trans- 
5 3 8 er uterine segment 
2 < 4 | 35 | 1 | 40 | Normal Same Subtotal 
hysterectomy 
12 | 39 | 3 1 43 | Stillborn | Tumultuous | Subtotal 5 | 32] 1 | 40 | Normal Classical Keilland Subtotal 
labor with hysterectomy midforceps—ce- hysterectomy 
phalopelvic dis- 
aring 
13| 25|3] | 40| Stillborn| Compound | Subtotal 
presentation} hysterectomy 
14*| 27 | 3 | Ectopic] 32-| Undeliv-| Probable old | No surgery TABLE VI 
33 ered — 
— Traumatic Rupture (Continued) 
15 | 20 | 2 1 35 | Stillborn | Damage by | Subtotal 
oophorectomy 
16 | 24) 1 1 40 | Normal | Prolapsed Subtotal 
arm hysterectomy Pe 


*Maternal death. 


Type Trauma 
tmen 


tains only one case in which pitocin was admin- Normal | Difficult breech | Repair of 
b 

istered, Undoubtedly, the reason there were not — | 
more such cases is due to the fact that on this 7 | 24] 1] 40] Stillborn | Failed forceps fun- | Subtotal 


service the administration of pitocin, either in 
8 | 33 | 5 | 36 | Stillborn | Internal podalic ver- | Subtotal 


2 


o | Number 
Age 
Parity 


small divided intramuscular doses or more re- sion (transverse lie)| hysterectomy 
cently by intravenous drip, was carefully and 9 | 32| 4 | 40| Abnormal] Mid forceps through | Subtotal 
8.13 (trauma- incompletely di- hysterectomy 
continuously supervised.* tized) lated cervix 
In almost all cases the rupture involved lower 10 | 23 | 3 | 40 | Stillborn | Dystocia (face pre- | Total 
sentation) hysterectomy 
uterine segment, Usually the rupture extended Left salpingo- 
oophorectomy 


laterally, often involving one or the other uterine 
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taneous rupture, usually the lower uterine seg- 
ment is involved. In retrospect, these obstetrical 
manipulations, for the most part, seemed either 
hazardous or ill advised, For example, it is recog- 
nized that a forceful breech extraction of a pre- 
mature infant through a partially dilated cervix 
can produce a severe laceration. Two cases sup- 
port this point of view. It has also been pointed 
out that it is difficult to deliver an infant through 
a transverse lower uterine incision when a section 
is done for the indication of transverse lie, because 
a contraction ring is often present. In two cases, 
attempted delivery through such an inadequate 
incision result in damage sufficient to necessitate 
removal of the uterus, Further, difficult mid-for- 
ceps, internal version, and similar obstetrical 
maneuvers can be expected to produce major 
uterine injuries. Fortunately, the increasing safety 
of cesarean section is making these procedures 
obsolete.” ** Happily, obstetrical trauma sufficient 
to cause rupture of the uterus did not result in 
any maternal deaths and this is undoubtedly due 
to the fact that the damage was easily and quickly 
recognized so that adequate treatment was not 
delayed. 


Rupture of Previous Section Scar 
Tables VII, VIII & IX 


Six of the 16 cases followed a previous low 
cervical section. Four cases were found at the time 
of elective section or section done in early labor. 
These deficient scars had caused no problem. It is 


TABLE VII 
Previous Section Scar 


TABLE VIII 
Previous Section Scar (Continued) 


i | 


Number 
Age 
Parity 


7 | 35 | 6 | 36 | Stillborn | Classical(1) | Total hysterectomy 
27 | 2 | 35 | Stillborn | Classical(2) | Total hysterectomy 
9 | 18 | 1 | 40 | Normal Classical(1) | Repair of scar 
10 | .. | 2| 40 | Stillborn | Classical(2) | Subtotal hysterectomy 
11 | 24 | 2 | 32 | Neonatal | Classical(2) | Subtotal hysterectomy 
death 
TABLE IX 


Previous Section Scar (Continued) 


i | 


i 


12 | 34|7 N tal | Classical(1) | Subtotal hyst tomy 
death 
13 | 38 | 3 | 36 | Stillborn | Classical(2) | Subtotal hysterectomy 
14 | 20 | 3 | 40 | Stillborn | Low clas- Subtotal hysterectomy 
sical (1) 
15 | ..| 4] 37| N tal | Classical(2) | Subtotal hysterectomy 
death 
Classical(1) | Subtotal hysterectomy 


16 | .. | 1 | 36 | Stillborn 


: i 
i 
2|3 E 2 i 
17 | 1 | 40 | Normal Low cervical (1) Repair of scar 
2 2 | 40 | Normal Low cervical (2) Repair and 
tubal ligation 
3 2 | 40 | Normal Low cervical (2) Subtotal 
hysterectomy 
4 | 21 | 3 Normal Low cervical (3) Subtotal 
hysterectomy 
5 | 33 | 2| 40 | Normal Low cervical (1) Total 
hysterectomy 
6 2 |} 40 | Stillborn | Low cervical (2) Total 
Repair of occult hysterectomy 
rupture at time of 
second section 
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likely that there were other cases not included be- 
cause the operator did not consider it of sufficient 
importance to record the fact that a silent rupture 
had occurred, The fifth case might have been a 
problem except for the fact that the omentum 
was adherent over the lower uterine segment and 
probably limited the bleeding. The sixth case 
illustrates what can happen if a patient with 
a defective scar is left for a long period: of time in 
labor. This patient was found to have a defective 
scar at the time of a second section, The scar 
was trimmed, repaired, and reinforced, and a 
repeat elective section planned in the event of 
subsequent pregnancy. However, because the 
third section was not performed either electively 
or in early labor, the baby was extruded through 
the scar into the abdominal cavity.® 
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There were 10 cases of rupture of a classical 
section scar, Since few classical sections are being 
done, this represents a high proportion as com- 
pared to the low segment operation. Rupture of 
a classical scar is apt to occur before term, before 
the onset of labor, and is accompanied by con- 
siderable hemorrhage. Because of this, it is not 
likely that the infant will survive.‘ 


Diagnosis 
The following signs and symptoms of uterine 
rupture were variously observed: 


(1) Local tenderness, particularly over a pre- 
vious section scar. 


(2) Vaginal bleeding, including old and fresh 
blood in small and large amounts. 


(3) Concealed hemorrhage as evidenced by 
shock, abdominal distention, and shoulder tip 
pain. 


(4) Cessation of fetal heart tones or irregular 
fetal heart tones. 


(5) Cessation of labor accompanied by retro- 
gression of the presenting part from the pelvis. 


(6) Palpable irregular abdominal masses. 


(7) Palpable laceration in the lower uterine 
segment. 


One would suppose that with a diagnosis of a 
previous section, particularly a classical section, 
that the attendant would be alert to the possibility 
of rupture. However, this is not always the case. 
For example, a patient having a history of two 
previous classical sections exhibited periumbilical 
pain followed by generalized mild abdominal 
tenderness, followed by severe periumbilical pain 
and a painful tender scar, followed by shoulder 
tip pain. Even then the proper diagnosis was not 
entertained, 


A diagnosis of traumatic rupture may or may 
not be made, even if the proper vaginal and 
uterine exploration is done following deliveries. 
Although one would think that a laceration would 
be easily palpated, this is not always true, par- 
ticularly if it involves the lower uterine segment. 
One must always keep this fact in mind if a 
patient continues to hemorrhage or show evidence 
of shock in the post-partum period. Spontaneous 
rupture of the uterus is even less often diagnosed. 
Usually the baby will be delivered vaginally and, 
unless there is an immediate profuse vaginal 


524 


hemorrhage, the attendant may not realize the 
necessity of a careful vaginal and uterine explora- 
tion. It is certainly true that rupture of the uterus 
may not be diagnosed until late in the post- 
partum period or even until the time of lapor- 
otomy. 


Treatment Prophylaxis 


The potential hazards of vaginal delivery fol- 
lowing cesarean section are universally recognized. 
Possibly less appreciated is the patient whose 
uterus has been damaged by other types of obstet- 
rical trauma. Certainly, a previously sustained 
deep laceration of the cervix can be extended by 
a subsequent delivery. We have seen examples 
where such lacerations have extended to involve 
uterine vessels. with disastrous results. We give 
due consideration to previous section scars. All 
uterine scars deserve a careful evaluation to de- 
termine if another vaginal delivery will be safe. 


Treatment 


Definitive treatment must be individualized. 
Usually it will involve a hysterectomy.’ It is of 
interest to note that in the days before total 
section hysterectomy became fashionable, these 
patients were adequately treated by a subtotal 
hysterectomy plus repair of any laceration of the 
lower uterine segment. On occasion, it is possible 
to repair the laceration, particularly if it is im- 
portant to preserve the childbearing function.’* 
Possibly repair was not done more often because 
the operator was thinking of the potential future 
risk. 


When undertaking surgery, it is vital that 
adequate blood replacement be available. It is not 
uncommon that two or three thousand ccs. of 
blood is needed and in some cases this figure will 
be even higher.- As a general rule, an inhalation 
anesthetic is preferred. Cyclopropane anesthetic 
seems ideal for this situation. While we were pre- 
pared, if necessary, to ligate the hypogastric 
artery, in no case was this done. 


Maternal Mortality 


A recently reported series totaling 377 cases 
gives an average maternal mortality of 44 per 
cent, with-a range from a low of four to a high 
of 58 per cent."* In this series, there were three 
deaths among 42 patients or an incidence of 
seven per cent. As has been mentioned, all three 
deaths were in the spontaneous classification. It 
is notable that these three patients were treated 
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vigorously, even heroically. Death occurred, not 
because of neglect or because of failure to an- 
ticipate what should be obvious, or because of in- 
adequate facilities for treatment. It was simply a 
case of rapid blood loss producing irreversible 
shock. One patient received 8500 ccs, of blood, 
some by the arterial route. The second patient 
received 4500 ccs. of blood. The third patient died 
before a blood transfusion could be started. It 
would have been most fortuitous if any one of 
these three patients had survived, One can only 
say that the maternal hazards of ruptured uterus 
have been materially reduced but not eliminated. 


Fetal Mortality 
Table X 


A collected series of 326 cases gives an average 
fetal mortality of 73 per cent ranging between a 
low of 33 per cent and a high of 88 per cent." 
In our series, the fetal mortality was 72 per cent. 
As the slide demonstrates, mortality is extremely 
high with spontaneous rupture. It is also high 
with rupture of a previous classical section scar. 
It is obvious that fetal mortality will always be 
high unless one includes a large proportion of 
cases where there has been only the separation 
of a lower uterine segment scar. 


TABLE X 
Perinatal Mortality 
Neonatal 

Type of rupture Stillbirths Deaths Total 
Spontaneous.............. 14 of 16* 1 of 16 15 of 16 
MN 6 60s 6.vessdineoes 5 of 10° 0 of 10 5 of 10 
Previous Scar............. 7 of 16 3 of 16 10 of 16 

62% 10% 72% 


7 *Stillborn twins counted as one. 


Conclusion 


In summary, the following points are empha- 
sized: 
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(1) Rupture of the pregnant uterus is a very 
real obstetrical hazard, sufficiently common that 
we need to be alert to the possibilities, 


(2) It is unlikely that rupture will occur un- 
less the uterus has been damaged either by pre- 
vious obstetrical trauma, a scar, or direct trauma 
of an obstetrical manipulation. 


(3) The clinical picture of uterine rupture is 
not always promptly recognized, either because 
of a lack of appreciation on the part of the at- 
tendant or because of a paucity of early symp- 
toms. 


(4) Because of the seriousness of this compli- 
cation, all obstetrical patients who might be vul- 
nerable to uterine rupture should be carefully 
evaluated, Particularly, the patient’s obstetrical 
history should not be neglected. 


(5) We must treat uterine rupture with re- 
spect. Not only is there a better than even chance 
that the baby will be lost, but also the mother is 
in danger and this is true despite the best of 
facilities and the highest of obstetrical skill. 
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New Rautrax-N results in prompt lowering of blood pres- 
sure.’ Rautrax-N, a new and carefully developed antihyper- 
tensive-diuretic preparation, provides improved therapeutic 
action! plus enhanced diuretic safety for all degrees of essen- 
tial hypertension. A combination of Raudixin and Naturetin, 
Rautrax-N facilitates the management of hypertension when 
rauwolfia alone proves inadequate, or when prolonged treat- 
ment, with or without associated edema, is indicated. 
Naturetin, the diuretic of choice, also possesses marked 
antihypertensive properties, thus complementing the known 
antihypertensive action of Raudixin. In this way a lower 
dose of each component in 
Rautrax-N controls hyper- 
tension effectively with 
few side effects and 
greater margin 


Other advantages are a balanced electrolyte pattern!-16 and 
the maintenance of a favorable urinary sodium-potassium 
excretion ratio.216 Clinical studies!5 have shown that the 
diuretic component of Rautrax-N—Naturetin—has only a 
slight effect on serum potassium. The supplemental potas- 
sium chloride provides additional protection against potas- 
sium depletion which may occur during long term therapy. 


Rautrax-N may be used alone or in conjunction with other 
antihypertensive drugs, such as ganglionic blocking agents, 
veratrum or hydralazine, when such regimens are needed 
in the occasionally difficult patient. 


Supply: Rautrax-N—capsule-shaped tablets providing 50 
mg. Raudixin (Squibb Rauwolfia Serpentina Whole Root) 
and 4 mg. Naturetin (Squibb Benzydrof thiazide), with 
400 mg. potassium chloride. 

Dosage: Initially-1 to 4 tablets daily after meals. Mainte- 
nance-1 of 2 tablets daily after meals; maintenance dosage 
may range from 1 to 4 tab- 
lets daily. For complete in- 
structions and precautions 
see package insert. Litera- 
ture available on request. 
References: 1. Reports to the Squibb 
Institute, 1960. 2. David, N.A.; 
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The proved, effective antihypertensive— 
now combined with a safer, better diuretic 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride 
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The Crisis of the Conservatives 
By AuuaNn L. Haynes, M.D., Clovis, N. M. 
President, New Mexico Medical Society 


The spirits of conservatives may have been 
slightly elevated by the second of the recent poli- 
tical conventions — but most conservatives, and 
especially physicians, probably feel like homeless 
wanderers in this summer of 1960. 

The easy and tempting conclusions is that the 
continuing political shift to the “left” is a result 
of a singularly unimaginative contest in which 
the two major parties cry to outbid each other 
in elaborate benefits. On further reflection, the 
unpleasant fact emerges that the conservatives 
have not found an articulate voice in the political 
thinking of the nation. Senator Goldwater ex- 
pressed it more aptly when he wrote, “Our fail- 
ures .. ., is the failure of the conservative demon- 
stration.” Be the lack of an effective and audible 
conservative demonstration, conservative office- 
holders have been either discouraged, defeated, or 
gradually displaced leftward by the failure of 
conservatives to balance the outcry of the “lib- 
erals.” 

It is both unfair and unrealistic to throw all the 
blame on defaulting candidates and office-holders. 
The simplest fact of political life is that the first 
and last duty of a candidate is to be elected and 
stay in office; even men of conservative Hk, in 
office, must respond to the pressures that are 
palpably evident in the public thinking. 

The pertinence of this to our affairs becomes 
apparent when one realizes that we cannot ex- 
pect an isolated atmosphere of conservatism to 
enclose the affairs of the medical profession while 
the political climate of the nation has, by default, 
become more and more liberal (or radical). 

If, then, a conservative demonstration is to be 
made, physicians must join with all other men of 
similar mind, for we have long known that we 
have as much at stake in liberty as any group of 
men. How is this demonstration to be made? The 
best source of advice is the politicians and office- 
holders themselves, and practical students of po- 
litical techniques. 

It is almost axiomatic among politicians that a 
candidates’ political philosophy is not changed af- 
ter he is elected. It may be altered during his cam- 
paign, but the surest way to obtain office-holders 
of a given philosophy is to select a man of that 
philosophy, enter him in a campaign, and work 
successfully to put him into office. 
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The application of all this requires active par- 
ticipation by physicians in the workings of political 
parties, from the ground up. It requires action in 
both major political parties, for the strengthening 
of conservatism in the nation can best be ac- 
complished by working to strengthen the conserva- 
tive elements in each party. It means expressing a 
political philosophy in the place where it will have 
an influence on the choice of candidates — at the 
precinct and county level where work the men 
who, in actuality, control the selection of candi- 
dates. It means working for the election of worthy 
candidates with effort, time, and even a little 
money in the party coffers. There is a lesson to be 
learned from the experience of labor unions in 
this field: in the early “honeymoon” phase of the 
New Deal, labor found ready access to the ad- 
ministrative and the legislative. No political effort 
was involved. Later, in a hardening atmosphere, 
political influence did not come so easily. Labor 
unions went full scale into political activity by en- 
listing candidates of sympathetic mind, entering 
them in primaries, and working hard for their 
nomination and election. The results are all too 
apparent today. 


For those who would take a more technical 
interest in these matters, the U. S. Chamber of 
Commerce has an “Action Course in Practical 
Politics,” which has been offered in many com- 
munities by local chambers, by industrial associa- 
tions, political groups and medical societies. Per- 
sonal experience with the course was rewarding 
enough as an interesting study of American life 
almost unknown to most physicians. For a prac- 
tical introduction to the techniques of political 
action as a means of good citizenship it is heartily 
recommended to every conservative and every 
physician. 

If “politics is a dirty game” it is so only by 
default of capable people who have failed to con- 
tribute their own efforts and time. A cliché is in 
order here: “All that is necessary for evil to tri- 
umph is that good men do nothing.” 

And where shall all this begin? In what State, 
what county, what city? If each of us awaits 
these answers, the only certainty is that it will 
never begin. It must begin here, and now — and 
go on for as long as America is a democracy. 


EDITORIAL 
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Clinical Pathological Conference 
R. E. Thomason General Hospital, El Paso 


F. P. Bornstein, M.D., Editor 


Presentation of case by James R. Morcan, M.D. 


History: Dr. Nathan Kleban: 


A 78-year-old Latin-American woman was ad- 
mitted to the hospital on March 25, 1960. Poor 
appetite, weight loss, weakness and shortness of 
breath began in September, 1959. Persistent swell- 
ing of both legs was noticed two months later. 
Several days before admission the left hand be- 
came swollen. 


Several doctors had treated the patient for high 
blood pressure and heart trouble. In 1940 the 
patient had surgical repair of a rectocele and cys- 
tocele in this hospital. 


Physical Examination: 


T. 97.6, P. 96, R. 26, B. P. 160/90. 

Mucus membranes were pale. There were com- 
plete dentures. Fine rales were heard at the lung 
bases. Heart rhythm was irregular. A murmur 
was heard at the apex. The abdomen was dis- 
tended, the liver palpable, and ascites present. 
Examiners were unable to insert a speculum into 
the vagina. A movable mass the size of a grape- 
fruit in and above the pelvic area was palpated. 
Legs and hands were edematous. There was a 
mass the size of an orange in the right axilla. 


Hospital Course: 


The patient was treated for congestive heart 
failure and was described as improved with dis- 
appearance of edema. Spinal paracentesis was 
done. Opening pressure was equivalent to 90 m.m. 
of water, closing 70. Fluid was clear. Another 
examiner recorded the abdominal mass as 5 x 5 
x 5 cm., hard, and located in the hypogastric 
area. Again the patient was said to be in better 
general condition, but she began to complain of 
abdominal pain. It was then noted that the abdo- 
men was becoming more distended and the ab- 
dominal mass was enlarging. 
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June 16, 1960 
Case No. 1434 


Protein bound iodine determinations were twice 
reported “less than blank.” Blood samples were 
obtained when the patient was receiving mer- 
curial diuretics. Thyroid was prescribed. 


The abdominal mass, now located in the right 
lower abdomen, became larger. The patient com- 
plained of lower abdominal pain. 


About five c.c. of serosanguinous fluid was ob- 
tained from a cystic mass in the right axilla, fol- 
lowing recommendation of needle biopsy of both 
masses “if condition permits” by the Tumor 
Clinic. 


An estimated 500 c.c. of “yellowish fluid” was 
removed by paracentesis “on the right side.” 
Nurse’s notes and lab slip referred to thoracente- 
sis and the nurse’s record stated that the patient 
was able to breathe better following the pro- 
cedure. Decubitus ulcers developed. There was a 
clay colored stool. 


Gasping breathing preceded death the next 
morning, April 9, 1960. 


Laboratory Findings: 

X-rays: 3-28-60—A-p supine chest, abdomen— 
Findings consistent with arterioscle otic cardio- 
vascular disease with accompanying congestive 
failure. Abdomen negative for evidence of ob- 
struction. Findings suggestive of calculus chole- 
cystitis. 


4-4-60—Chest A-p erect; IVP—Increasing ef- 
fusion on the right, decreasing edema on the left. 
Normally concentrating and draining kidneys. 
Findings suggestive of biliary calculi. 


4-8-60—Chest, A-p supine—Decreasing effu- 
sion on the right. : 

Blood counts: 3-24-60 — Hb. 12.4 gms., Ht. 
37%, WBC 10,200, Eosin. 1, Segs. 70, Lymphs. 
27, Monos. 2. 3-25-60—Hb. 8.9 gms., Ht. 35%, 
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WBC 7,200, Stabs. 7, Segs. 81, Lymph. 9, Monos. 
3. 3-28-60—Hb. 13.3 gms., Ht. 42%, WBC 10,600, 
Stabs. 5, Segs. 89, Lymphs. 6. 

Platelet counts: 3-26-60—1,156,200. 3-28-60— 
844,200. 3-29-60—2,029,200. 3-30-60—3,994,960. 
3-31-60—2,293.200. 


Prothrombin time: 3-26-60—46% (Pt. 12.5”, 


C. 13”). 
Reticulocytes: 3-26-60—1.4%. 
Coagulation time: 3-26-60—4’1”, bleeding time 
Urinalysis: 3-25-60—Straw, hazy, neutral, S.G. 


1.013, Albumin trace, sugar negative, WBC, 10-12, 
Ep. cells few squam., few amorphous crystals. 

Serology: 3-25-60—Negative. 

Blood chemistry: 3-25-60—Glucose 88; Urea 
Nitrogen—22; Calcium—3.6 mEq/L; CO, capaci- 
ty—22.5; Potassium—3.4 mEq/L; Sodium—137 
mEq/L. 3-28-60—Cholesterol, total 142—41%; 
Cholesterol, Esters 58. 4-4-60 — Calcium — 4.1 
mEq/L; CO, capacity—32 mEq/L; Chlorides 
(As NaCl)—84; Potassium—3.0 mEq/L; Sodium 
—139 mEq/L. 4-8-60—Chlorides (as NaCl)— 
103; Potassium—3.3; Sodium—143. 


P.P.D. +1—coccidioidin, both negative—3-26- 
60. 


Bone Marrow: 3-30-60—normal bone marrow. 


Thoracentesis fluid: 4-8-60—Specific gravity— 
1.012. Cell count: 20 lymphs; few RBC; 1 Poly; 
Protein—1.87 gms/100 c.c.; Sugar 65 mg.%. 


Spinal fluid: 3-28-60—WBC 0, polys 0, Lymphs. 
0; Total protein 19 mg.%, Sugar 63 mg.% ; Smear, 
no bacteria seen, Culture, no growth. 


Stool 3-29-60—Positive for occult blood 3+. 


Electrocardiogram—3-28-60—Low T waves in 
all leads — Digitalis effect, Inc’ LBBB — Sinus 
rhythm. 


Clinical Discussion: Dr. James Morgan: 


If you will consult the protocol you will find 
this to be the case of an elderly woman with ap- 
parent congestive heart failure. She had a chronic 
illness going back six to eight months, charac- 
terized by anorexia, weight loss and cardio- 
respiratory symptoms of dyspnea, edema and as- 
cites. There were also basal rales and a palpable 
liver. The cardiac symptoms improved on digi- 
talis. Other significant findings included an orange 
sized mass in the right axilla and a movable mass 
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described as the size of a grapefruit in the pelvis. 
This mass became larger and the patient com- 
plained of abdominal pain. Laboratory data do 
not appear to be of much value to us. I cannot 
explain the elevated platelet counts. 


X-Ray Discussion: Dr. Vincent Ravel: 


The first film shows generalized enlargement of 
the cardiac silhouette, increased markings con- 
sistent with congestive failure. The second one 
shows the vascular markings on the left clearing 
up considerably and decrease in the size of the 
cardiac silhouette and a pleural effusion extending 
up to the right axilla. There is also calcification in 
the aorta. The third film shows a decrease in the 
amount of effusion on the right. I don’t see any 
evidence of metastatic disease to the lung fields 
or bony thorax. We have one IVP which shows 
normal concentration and no evidence of obstruc- 
tive uropathy. I cannot identify the soft tissue 
mass that is supposedly palpated in the pelvis. 
There is some change consistent with biliary cal- 
culi. 


Dr. Morgan: 


From the cystic mass in the right axilla five cc. 
of sero-sanguinous fluid were removed, and 500 
cc. of yellowish fluid were removed from the ab- 
domen. There are no cytology reports from these 
aspirations. I am sure they were done. I would 
like to comment on these procedures. More needle 
biopsies, if done with reasonable precautions, can 
obtain us quite a deal of information, Apparently 
you can insert a needle into the peritoneal cavity 
with some impunity if you use reasonable care. 
All of us have seen lacerations of bowel from 
needles, apparently the bowel has great ability to 
seal off. We have seen cases where due to care- 
lessness the needle was put through transperi- 
toneally and a hematoma developed retroperito- 


neally around the ureters. 


Differential Diagnosis 

The differential diagnosis in this case appar- 
ently resolves around two masses, the one mass 
in the right axilla, and the other in the peritoneal 
cavity. Let’s consider first the pelvic mass. In 
speaking now to the house staff, I don’t care how 
you go about attacking a problem, if you want 
to list eight tumors of the pelvic and eliminate 
those one by one that is fine, but establish some 
regular routine. There is a pattern of diagnosis 
about these problems. This is the way I approach 
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diagnostic problems of pelvic masses. If I find 
such a mass I try to determine whether it is 
uterine, adnexal, urogenic, renal, mesenteric cyst, 
carcinoma of the colon and so forth. I also would 
like to urge you to take the patient’s age into 
consideration. This patient was 78 years old, which 
permits a different approach from what you would 
consider had this been a young female, you would 
have to consider other differential diagnoses. I 
want to establish a pattern of thinking. 


Other Possibilities 


If we decide that this mass is probably ovarian 
we must consider other possibilities. Is this mass 
cystic or solid? If it is cystic, it is most likely 
benign; if it is solid, the odds favor malignancy. 
Is the mass fixed or free? Most malignant masses, 
particularly far advanced ones, are fixed, but oc- 
casionally may be freely moveable. In this par- 
ticular case a solid, hard, freely moveable tumor 
was reported which in a female of this age sug- 
gests malignancy. Let’s consider ovarian carcino- 
ma. In a simple classification we divide ovarian 
carcinomas into primary or secondary, the pri- 
mary carcinomas of the ovary continue to be the 
most difficult problems. Carcinoma of the cervix 
should never be missed for here we have a focus 
we can see, we can palpate and what is more 
important, we can biopsy. 


Ovarian Carcinoma 


Not so with ovarian carcinoma. However, most 
of these are discovered by routine pelvic exami- 
nations or as in this case, by the appearance of 
an abdominal mass that could be palpated. How 
do we determine whether these are malignant or 
not? Pain is a last and inconstant symptom. Is the 
mass fixed, is it irregular, firm? Are there symp- 
toms related to the blocking of the ureters? More 
commonly, the first symptom is ascites. This pa- 
tient had ascites, which may occur with fibromas, 
so-called Meig’s syndrome. However, these fibro- 
mas are usually bilateral, and are associated with 
ascites and hydrothorax. The hydrothorax is 
usually on the right in Meig’s syndrome but may 
be bilateral. 


If we like to make a diagnosis before laporoto- 
my in a patient with pelvic mass we biopsy the 
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inguinal lymph nodes. These are hard and en- 
larged in about 60 per cent of the cases of ovarian 


malignancy. 


High Rate of Metastases 


There is a high rate of metastasis of breast 
tumors to the ovary, not only the Krukenberg 
type. In about 25 per cent of the advanced breast 
lesions the ovaries will show metastatic disease. 
Why these metastases single out the ovaries I don’t 
know. The microscopic appearance suggests di- 
rect blood stream dissemination, mainly to the 
capsule of the ovary. 


We have not mentioned metastasis from the 
uterus. In this particular case there are no uterine 
symptoms. 

Thyroid carcinoma is prone to arise in the 
thoracic cage, causing tumors around the ailla 
and thoracic cage and they may involve the ova- 
ries also. 

My diagnosis will be papillary adenocarcinoma 
of the ovary with peritoneal implants and metas- 
tasis of liver and lungs. The differential diagnosis 
would be miliary tuberculosis, thyroid carcinoma, 
with metastases, breast metastasis with secondary 
metastases to ovary or carcinoma of the GI tract 
with metastasis. 


Dr. Morgan’s Diagnosis: Papillar adenocarcinoma 
of the ovary with peritoneal implants and metas- 
tasis of liver and lungs. 


Clinical Diagnosis: Congestive heart failure. 


Pathological Diagnoses: Papillary carcinoma of 
left ovary with metastasis to right axillary region. 


Pathological Discussion: Dr. F. P. Bornstein: 


On autopsy this was an extremely emaciated, 
elderly woman who weighed approximately 40 kg. 
There were 200 cc. of cloudy fluid in the peri- 
toneum. The only masses found were a large mass 
in the right axilla and a large mass in the left 
ovary. This in itself represents a peculiar situation 
as far as metastasis of tumors is concerned. His- 
tological examination reveals the same pattern in 
both masses. The pattern was that of a typical 
papillary, partially cystic adenocarcinoma of the 
ovary. As a final complication there was emacia- 
tion and pneumonia. The case is mainly represent- 
ed because of the peculiar behavior of this tumor. 
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